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Reviewing health related 
force participation, this paper examines , w _ _ 

and child health issues. Discussion of ac%te illness in day care 
settings begin-f with an overview of Studies oh day care and illness 
and focuses on J hepatitis A, appropriate sanitation, and indications 
of research on respiratory conditions. Policy recommendations for 
implementation a,t state, community, and center levels are offered. 
Subsequent discussion describes ways a woman's entry into the labor 
force can affect her family*' s nutrition and recommends that 
) nutritional supports should be available to woman working at home or 
in the labor force'. Discussion of health insurance for mothers 
focuses on national and South Atlantic regional data indicating type, 
of health insurance, coverage for and number of. plans held by mothers 
of varying marital and employment status. Recommendations illustrate 
two different approaches to .providing better health insurance for 
mothers. Further discussion, concerning occupational health and the 
female labor force, begins .with an overview and specifies' two major 
iSsUes confronting North Carolina policymakers. Recommendations 
considered proactive and maximally protective are offered. Additional 
analysis and discussion focuses on the protection of the 'working 

Soman against oc'cupatidnal^assaults. on her health, reproductive, 
ystem, and fetus. To select a polity thet effectively addresses this 
problem, .the concluding discussion rates five policy options across 
nine criteria. Examples of hazardous conditions in 13 predominantly 
female jobs are provided. (RH) * . • ^ ' 
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U-^tjl recently^ femfle participation in 'the labor force had been 
cyclical, increasing with each sur^ge in the demand' for workers and abating 
with a decline in overall economic- conditions of the country. One of the most 
striking and] significant characteristics of today's labor force picture is-th? 
consistent increase in the parti cipaltton. rates, for 'women. In fa£t, the number 
of women in the lubor force' has mqfathan doubled in the past 3U years—from ' 
1H million women in 1950 to 44.6 mi l|i on in 1980 when women accounted for more 
than two-fifths of all worker's (U.T:|Department .of Labor., 1980). ^For most. of 
these women, working outside of the IJome'is not.-a matter of choice. Now more 
than ever , "single and married, women ajre enteriojHthe labor force because qf 
economic necessity. < \ i ^ 

TJrifc fact is especially relevant^ for Single mothers (unmarried, 
separawd,'- divorced, -or Widowed} who are their family's sale source of 
financial support. An increasing number of these women are forced to' find a < 
way to supplement family income because of "inadequate monetary assistance '.from 
government, absence of child support payments/ or the curtailment of "* 
government-funded child care^and health programs. The number of these single 
headetf households has almost .doubled in" the past 20 years—from 4.5 million in 
1960/to 8.3 million in 1979. Nor are female- headed families a»fi«ed and 
stable demographic group. Rather, it has undergone Some important changes in. 
the past 30 years% First, the presence of children has increased: 45t of 
these families; had children under 18 ijri 1979 {U.S. Department of Labor, 1980). 
Second, although the number of. female-headed families has been increasing 
across all income groups in theVpopulaj^ion , most of these .families 'havff 
incomes that render them poor, onnear jp^or. In 1977, the average income for. 
female-headed households was less) than 1 ;k>ne- half that for" male-headed 
households, and 41% of families neaded;:by women with husbands absent were 
below the poverty- level (U.S. Bureau, of the Census, 1980). This rate was much 
higher than the rates of poyerty amohy husband-wife families (5.41) or 
families with a male si'njre parent (9^%, U.S. Bureau of Census, 1980). 

■ \ . ' J ' . ■ 

^>Ffrei acuteness of this- problem is ^reflected in a 1980 report by the 
National \ Advisory Council on Economl ^'Opportunity. In that report, the 
Counci P.noted that '"the feminization-'&f poverty has become the most compelling 
social fact of the decade" (p. 147) f further, it noted that by th6 year 2000 
\ tne poverty population will .be composed almost solely of women and their 
Children. " jh * , ,•'] 



1/ ' The striking number of female hdads-of-household living in poverty, 
i/ however, should not be construed tol mean that married females? do not find 
- themselves in a similar pred^ament..- In fact, there js evidence to suggest 
that the§e women also need to work ^because thejr income often makes the J 
difference between deprivation anct'tfn adequate' level of living. What is ' 

• characteristic of the increase 1n |emale Jabor force participation ,\s that 
more poor women are in paid employment than before, more females in the labor 

^ force are married, qnd more >o/ them, are sing 1 * mothers and heads ,of 

* households. Concomitantly, the majority of these women are 1n low paying jobs 
that have limited opportunities, ajhe performing jobs in unsafe environments, 

, and have inadequate health and ch^ld care benefits. \ 
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North Carolina has had a particularly .' high rate of female >mp+oynient for 
many years* In fact, the State has one of the highest female labor force , 
participation rates in the country. Woipa. now represent 43% of the national 
workforce, but, 55% of the workforce i/i Worth. Carol ina. However, the State's 
experience parallels that of the. nation; i«e., most working women are id low 
paying jobs such as clerical, service, sales and unskilled factory work (North 
Carolina Department of Natural - Resources and Community Development, 4983). 

„ ■ " '• * •'*'«« 

like -the^rest df the nation, significant changes 'are al so occurring in. 
•the makeup of North Carolina households* "One significant change is the number,- 
of single-parent, households (about 90% of which' are headed by women) and 
k nocufamily households (persons living alone or with unrelated individuals). It 
is estimated that by the year 2000, these households in North" Carol ina will • 
.increase by 50% compared •to.».j&$ft; The significance of this change is that 
such households, .nearly a tfNV'oT which contain children, «are approximately 
\ j twice as likely, to bd living in poverty as other households. <♦ 

' * ■ ' « *" • * ' 

*-A revferrjof the labor force participation of households below the poverty, 
line reveals ibat at least one member is either working or is able to work, 
In faei, 6 put of 10 of these poor households cdntain someone Who can work. 
Kbwevir,«studies also show that even though half the households have someone fe 
4 who is employed either full or part-time, they do not earn enough to stay out 
of poverty? Single females especial ly' face problems because they hold jobs 
traditionally held by women-- low w.ag^ jobs with inadequate benefits. These 
women also face the added barrier of inadequate child care. , 

While these problems .af/ect all women, they are more damaging t'o single 
female heads of hou^eholds/si nee these women are'often the sole source of 
» support for their fam4-14es. -furthermore, female-headed families have been 
adversely affected by the reductions" in federally funded programs such as * : ' 
AFDC, food stamps, child nutrition, -school lunch, and Medicaid. v 

The scenario created by this review suggests that women are being forced 
to participate in the labor force dye to economic necessity, but there exist \ 
some factors that make their participation in the labor force less attractive 
than unemployment. That is, whi le women are increasingly having to seek 
employment outside the home becaus^ of economic necessity, paradoxically, once 
t he s & women enter the labor force, 'there is no guarantee that. their economic 
well-being and that of their families is improved since the "costs" of their 
work often outweigh the benefits.- In fact, many of these women secure 
low-paying positions which are located in unsafe envi ronmerlts, have limited 
opportunities for -advancement, and have inadequate health and child care 
benefit*, thus making participation in t'he labor force unattractive. These /$" 
circumstances raise concerns about the efficacy of female participation ,i/i the 

labor force. • . ■ 

. t 

' This paper will review some of the health related "costs" of yfemaJl^ work, 

More specifically, we examine sick child care, child nutrition, . occupational A* " 
safety, and health Insurance benefits. Ih selecting these Issues for^study, we 
are not denying the existence of other important issues that ml^hif act as 
disincentives, to female labor force participation. Some of these factors, such 
v as inequity in soc/iaj security aod pension befits, have received considerable 
attention irt the health policy literature.- We believe the Issues selected for,, 

— ...V.'. •'■ 4 . ■■ • 
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this paper, however, to„be the .four most sal ient maternal and child health^- 
is'suesJihat have received inadequate attention in the literature addressings j 
barp^-efllto or "costs" of female labor force participation. In the,final' ( 

section of the paper',- vte will " analyze occupational safety in detaiU with 

t~ particular reference to needed policies. » V. 

- \ Pay Care and Acute Illness , t , 

Overview of Studies '0% Daycare and Illness -± * • 

^ f . • The provision of day care services to children 'in North Carolina is highly 

' fragmented. Who is' serving these children'is a matter of educated speculation. 

Day care centers generally come to the attention of the State when they seek 

licensing so that thre families of 'the chi lrlren they serve mtfy seek' y ; 

• ' reimbursement from public funds.' , Since the great majority of children 

v-vj. receiving day care are served Dy providers who keep only one or two children, 4 

throifgh private contractual arrangements between provider and parents, such 

'.arrangements are* often invisible to state government. Best estimates, 

'however, are that 10% of childrejn are served in 'day care centers!; 30-40% are 

served in what are called "family homes"; and. the remainder are kept by family' • . 

•members or immediate relatives (Haskins, 1979). • 
♦ / V i « 

There are a number of contagious illnesses of varying degrees i of severity 
which pose a particular public health probl-elti 't'o children in day care cen^rs. 
They fall- into twobroad cl usters ,^aofci may be categorized by the systems they 
i nfeCtr^the respiratory system and the enteric system. Examples, of the 
former include/the common cold, Croup, pneumonia^ and otitis media (earaches). A 
Examples' of the latter include hepatites, and diarrhea due to viruses, bacteria ip*t 
(particularly shigellosis) , --and protdz-bans, especially giardia Iambi i a . All of 
. these* gastrointestinal diseases "^re spread through ora.l-fecal contamination. ^ Hp N 
; ' .However, they vary significantly in botlr their symptoms and in their 
contagiousness. • V • 



T • 



Research is just beginning to address the. problem of contagious i/lnesses 
in day care centers , and the related issues of how and where to care for a 
•sick chtld. At this point not enough ,is known to present with any accuracy 
the incidence and prevalence of contagious illnesses in North Carolina, or. 
even in this country as a who\e. However, prel imi.nary . f indi ngs do challenge 
some current health practices' in day care centers ,. and suggest the rfeed to 
change current prdtocols which are either failfng adequately .to protect the 
children and their families, <?r are suggesting unnecessarily that sick ' 
children be removed frem day care centers. 

I * 

The contagious illness which has received the greatest attention in the 
literature is hepatitis A. It has been -label led "a major potential problem in 
publlf 'healttT (Hadler, Webster, Erben* Swanspn, .& Maynard, 1980), and about 
7b%* of causes associated with day care Centers car) be traced to in children 
under the age of 3/ Further, these children are often themselves ^symptomatic 
but act as vectors, t/ansmltti ng the diseas^rtb those aol^lts with whom they 

Iconic? in contact,. While North. Carolina has been spared any. identi fied outbreak 
of substantial size, it is included among, th< sunbelt- states whose children 
have been identified as most' susceptible (Hadler, Erben, Francis, We'bster * ft 

',Maynard, .198?)* Hepatitis 1s spread through Inadequate sanitary practice^ of. 

. 1 • • • ■ - . . * ' * { 
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day care staff, especially those responsible for Children who are not toilet 
trained (generally, phjldren under the age of 3) ✓ ^These practices include the 
staff's Vail lire <to wash their' hands after changing d'iapers and, before cooking 



Immunoylobirt. ^ s \ j 

Other enteric. diseases such Is giardia and shigellosis. manifest 



meals. " Outbreaks of hepatitis can be reduced -by protecting thoseygxposed with 

as giar 

themselves clinically in ch-ildren with diarrhea* sometimes febrile in nature 
(Wetssman, Schmenler, Weiler, Filice, Godbey^ Hansen , 1974) . Further 
complicating the public health picture, children who ha'ver. recovered from 
Shigellosis continue to-. excrete the organism for 2 weeks; Once again,, 
appropriate sanitary practices have been shown to reduce the incidence of the 
diseases by as much as 5t)% (Bl^ck ,-tfykes, Anderson, Wei Is, 4 Sinclair, Gary, 
Hatch, ft Gangaro'sa, 1981). ' 

Indications of Research for Respiratory Conditions ■ . • 

ContagiousMllnesses of the upper respiratory tract present a different 
picture, in that improper sanitary practices do'not contribute to such an 
extent\ in their spread. Further, the symptoms they present are generally not^ 
so severe. However, it is a general practice among day care centers to W 
exclude\chi ldren with febrile conditions. Recent research (Haskins, 
Herschbiel , Collier, Sanyal , & Finkel stein, 1981) suggests that such isolation 
nay be unnecessary , at* least from the perspective of the child removed from 
school.. Children with afebrile illnesses, they found, continue to -benefit 
from instruction and normal social interaction. Children with febrile 
illnesses were less* physically active and cried more, but elicited more social 
responses , from their teachers, particularly when their teachers, recognized 
they were sick. The findings of this research imply. that children with minor 
afebrile and febrile illnesses of a respiratory nature c#n continue to be 
adequately served in a day care center, • * 

* To care for such children and reduce the risk of infection, parents are 
often reqWed to take off work or older siblings to stay home from school, 
sometimes for extended peri'ods. . While it is arguable that the child may find 
such indiyiduali zed 'attention (if offered) beneficial, such absenteeism" is 
costly: to the sibling in lost schooling, to the parent 1rt lost wages, and to 
the employer in lost productivity. At present, ther* are very few' facilities 
desiyned to care for 'th'Jf sick child and thereby permit the working families' 
routine to remain undisrupted. ' 

r * ' • 

In the past, the needs of sick children in day care have been met by 
several largely uncoordinated policies-. LoGaT health departments have been - 
involved in Sporadic efforts to prevent the spread- of disease in day care 
centers, but these efforts have usually been limited to attempts to confine 
the spread of acute epidemics such as hepatitis arid measles. . 

Policy Recommendations { „ • 

• i v 

Several policy recommendations can be suggested for implementation at the 
state level , at the county or community level, and by the individual day care 
centerV; f 

» State level . Primary responsibility for establ ishing >ol icy with rnyards 
to the health needs of children in' day care centers should be assumed by the 
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State Division of .Health Services, in close consul taction with other state ' 
agehq^es, .public -and private- flay care-providers, and concerned citizens' 
groups. -The authors are of the opinion that existing health standards are 
generally adequate but almost entirely unenforceable, in a state characterized 
-7-fay a multitude of small a i m geo graphically dispersed^ centers and day care .1; 
.homes, man* of which are unlicensed. We are thus to f the opinion that 
compl lance with health standards should. be a community ', as opposed to a state, 
concern. Nevertheless, the Division of Health Services can and- should assume 
a.majo'r consultative role in the development of community guidelines for 



lit ati 

health practices in" day care centers. « 

The responsibilities assumed by. the Division might ipqjfede'the 
following:- • ' : ,<> v ;' %' • 

1. T^e active surveillance of day care centers to identify epidemics of 
particular risk to the children and staff, and to the children' s 
. fami lies; 

?. The development and dissemination of^health education, materials, in 
y relation to bo 4 th disease prevention and health promotion; 

3. The development of minimal standards for day care licensure which 
ensure that standards of sanitation can physically be met, through 

f adequate staff/child ratios and the separation of toileting and food 
preparation facilities; and , 

4. The devel opment 'of a model protocol for health care practices, to be 
made available as requested to community day care centers. 

. Community level . We believe any community agency or group which is 
concerned about health care practices in (day care centers should not hesitate 
to assume a role in the Vlevel opment and implementation of standards. Such 
groups may include public or private health care providers; day care . 
providers; consumers of day care services; citizens' groups concerned,, with the 
quality of services available for children and the l&ca! Health Department. 
However, in the absence of such initiatives, it would appear that the local 
Health Department would be the logical agency to assume the lead role in the 

coordination of a local health plan for children in day care. 

, • • • - ., . 

Such a pi an* should include the following componeA: ^ . 

1. Recommendations limiting the isolation of chiTdren with infectious 
•diseases to those whose infections are clearly contagious. 

> 

2. The development of gufjfelines for the involvement oft the Health 
Department and health care providers to, meet the disease preventive 
and health promotion needsof community centers. , • % 

* 3. The development of tyeal ^education programV7or day car.e children 
and their famfl ies,' not ,v only in the area; of disease prevention but 
also heal th-promoti on. 1 " 

4., The identification of neighborhood '.icyve^where children sick with 
noninfectious disea-ses could be placed during tha day. ' 



5. The use of visiting nurses to.-cheCk on Aid k children at home during 
w . the day, or of volunteers to take care' of younger jShi ldren in their 

• •' ■ home's. Many community programs already tn exivjetrce which serve the 
, <. • * needs' of the homebound elderly could be , expanded or adapted- to serve 
-\7 "sick children. : ' ' ; . ' " ' /' v 

6. The encouragement of local businesses - to offer a "cafeteria". array- of- 
' benefits, so that workers can tailor a benefit package to meet their 

needs. "Workers with young children may wish to choose a sick leave 
• policy which will allow them to stay home and. care for their sick 
: * child without having to sac/ifice accrued vacation time. Lack of a 
flexible sick leave policy which accommodates cftildren.is a 
particular problem to workers earning hourly wages, who often^lve no 
sick leave benefits whatsoever. . 1 „ 

•> • ■ 

7. The encouragement of the local health care delivery .system to provide 
evening and weekend' hours for working- parents, and to reinstitute the 
all' but vanished practice of the home visit for, families for whom 
transportation is a problem. . ( v . - 

• • • ' * i 

Day care center level* . We recognize that since health care practices of < 
individual day care centers cannot be effectively mandated or monjtored, even 
at the local level, compliance with these standards is ul timately "voluntary . 
However, the opportunities for- such compl iance can be greatly enhanced by 
careful groundwork at the community level, groundwork which will identify, 
develop, and offer support services to day care centers iq a manner which is 
perceived as constructive and nontfireatening. ' 

On their part, directors of day care centers should take responsibility 
for the following: \ '. • . • 

1. The identification of a staff, member, to act as liaison for issues 
relating to the ijealth department or the individual (s) or agency 
which has assumed the lead role in developing cbntnunity health 



standards for day care centers, 



2. The adoption and Implementation of policies to prevent the spread' of 
' infectious diseases . 

A mocjel plan designed to reduce the likelihood of epidemics should 
address the following issues: _ • * 

1. - Standards of isolation shoulW be developed which are specific by 

illnesses and age of child. 

* ■ < . 

2. Such standards should suggest what types of childhood illnesses are 
.optimally treated outside of the day care center, either for the 

well-being of the child or the protection of other children or 
• .staff i 

3. If isolation is recommended, -It Should he clearly stated at what 
stages of 4he Illness and for how lung, " 
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4. ' By the'same v token,' t tiie standards »hou let in£fude a list of" those > 
illnesses which are not sufficiently contagious .to warrant removal of t 
♦ thp chtyd Irom" tfyft center. ... ' ' , 



'5. When infectious di seases. have been identified in day care centers, 
-particularly in those -serving children under the aye of 3., the 
"Center 
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a ) ^«ho : uld accept no -new 'children until* the illness has run its 
course; ; ' , . ./. i • ' ' .' , 

b) should remain open, because w-lffafy substantial probability tjiat ": 
V clyi-ldren presently enrolled have already been, exposed, and that 

tjjese children might then be placed in anpther, unexposed center 
(Storch, McFarland, Kelso, Heilman, & Caraway, 1979) ;\ . 

c) shfluld sfrongly recommend, in the case of hepatitis A infection, 
that exposed children/ and staff .receive inoculations of 
immunoglobulin following one identified case; 

• . ' <s I . • X ' '' 

d) Following multiple pas'es in a 'short perjod of time,, these 
inoculations should be recommended for children's families (Hadler 
et al., 1982). • ' ' < . * • «l 

While none of the abotfe »recommend*ations shoul d. present • great difficulties 
in terms of cost, some may prove difficult to implement. Health education 

^ materials have already been developed and field tested (Harms. 1982), and are 
. presently available for di ssem/i nation.* Mi nimal Stan'dards fo^licensure have 
largely been written, and responsibility for their implementation r^sts with 
the Department of Administration and, f oocenter's seeking.subsidized care* 

* with the Department of Human Resources. The^coordi nation of a community 
health care planning body for day care centers may present greater 
difficulties, particularly iri rural areas. ,11 rural areas the professional 
. resources needed to develop such planning bodies will be much more scarce, and. 
the day cVe centers and family Homes serving children more widely dispersed. 

' Further, in some'eounti es local departments of publ ic health may be reluctant 
to assume an organizational responsibility for which additional staff 
resources areinot; allocated. There is potential , however, for citizen's 
groups with af. interest in the health /and welfare of young children to play a 
significant role, jlL, , , . 

The implementation of stan'dards for/ children with infectious illnesses ft 
Should be highly cost effective, particularly* in the prevention of the 
unnecessary isolation of sick children. Such Standards may reduce ' 
significantly the time lost to work* by parents, and particularly single-parent 
mothers. Insofar as they inh.i bit the spread of contagious illnesses among 
t children and 'parents* -all the -measures listed above should have a positive 

effect on the earnings and 'productivity/ of the. family, and indeed of all those 
with whom members of the family come into close contact. 

Perhaps the most "challenging task of th?. proposed health plan wljl be 
providing services to those individuals wo keep only two or three children in 
their home. Such individuals" riay ; be understandably reluctant, to identify 
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'themselves tQ the- local health, planning group for fear that they might be ^ 
/ policed . and that standards of health practices may be imposed, on them which 4 
' "they are either unable or unwilling to meet. ' ' * . • 

; -V-: ' i , \ „ •' ' . ' ' •; 

• I '•: At the presen^time there'are several disincentives for such family hones • ,/v • 
to register with Any public authority or even a local community group whose. 
/'" function was exclusively advi sory. Caregivers receiving AFDC may legitimately * ^ 
/ fear the reduction or. lo#> of their benefits should the Department of Social 
Services learn of their unreported income. Caregivers may also be concerned 
•/ abtout the additional expense for meeting standards required for eligibility 

-for licensure, which they think mayeither exist at present or be imposed some ' 
- » time in the. futune. "Given t^,t many of these- caregivers may live, in 

'substandard housing, meeting real' -or imagined eligibility criteria may be 
unfeasible? or may requfre a concomitant rise in day care fees which the t ; . 

parents of children cared for would be unable to afford. . „ 

* •>' ■ 

• * 

• To defuse such resistance to service, these caretakers */ould have to be * 
persuaded, that their identification to the local planning group was in thetr 
be v st interest. ' One strategy might be" to exclude- the Department jaf 
Administration from participation in the planning group, because of its 
statutory 1 icensi r*g authority . A second strategy mjght be to inform such 
caretakers that with the help of the local planning group they could .actively 
inhibit the spread of di seases. into their own fami/lies. ^ » • 

Other incentives which could be offered to the caregivers include the 
following: .assurance that these facilities will remain free from licensing. ' 
requirements; exclusion of income derived from child cafre from income 
calculated for AFDC eligibility; and inclusion of the caregiver' s name on a. . * 
"* list of day^ care centers which would be disseminated throughout tne 

community. - • ; • - • '; • v • 

The planning group can h#lp family day care operators discriminate 
between, sick children- for whom they can continue to care from those whom they ■•' . 
should s£nd home. Some of the caretakers may also be willing to disseminate 
health promotion materiaf! to the families of the children for whom they are 
respohsible.. A local planning group which was particularly aggressive might 
offer a series of evening classes to these caretakers, which might focus on 
issues of concern to them and include a discussion of "sound health practices.. 

• It might be concluded, then, that the policy suggestions articulated 
above could be implemented at minimum cost to the public. Insofar as the$e 
suggestions^ depend largely on voluntary participation, their implementation 
may be slow. It will clearly take considerable/ time fon*local planning yroups 
I to organize themselves and to establ ish constructive working relationships 
with licensed day care centers and family homes. However, chjldren in 
.out-of-honte care are among the most vulnerable in Our society to the spread of 
infectious diseases, and the policies suggested here will beyin to respond to 
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.'' Family Nutrition and Women in the Labor Force t . 

% ' Qvervi^e^of Studies. on Nutrition and Female Employment 

The entry of .increasing numbers of women with childrerv into the labor 
force has introduced changes in- family roles which are tantamount .to » 
benefit-cost problem* for the working mother, who must act not only as. her 
child or children' s» caretaker, but also as a contributor to family income., 
Under such circumstances,. the working mother must consider whether the • 
.nutritional benefits of 0 her contribution tchousehold income outweigh the 
nutritional costs of her havinti le.ss time for Inenu-planning, /shopping, and. 

* food preparation, ■ plus the cos£ of possible loss of eligibility f<y federate 
nutrition programs. ■. ■ * ■ ' ' 

There are many ways that a mother's entering ttie labor force can both 
positively and negatively affect family nutrition'. The first way affects 
- primarily infants who -might otherwise be, exclusively or predominantly 

breast-fed. For the infant whose mother goes back to work, the 'decrease in 

' mother's" chqld-care time inevitabiy>eans a decrease in breast-feediny. 

•'. Whereas ttiere is no conclusive' evidence that bottle-feeding affects long-term 
nutritional status, there is some evidence that infants who are bottle-fed 
have more febrile rfays'and/or illness days than breast-fed infants, posstbly 
d t ue to immaturity of;the infant' s immunologicaltfsystem combined wfth the 
absence from formula/bf immune substances found in bneast -milk- (Wi nick, 1981).- 
The ne.dical care" requi red by a sick infant, and tte income lost by the working 

. i parent -who must stay home to care for the infant, are real cost;s which must be 
■ borne by the family, wj^h a working mother. Whether the. costs for' families A' 
with working. mothers are significantly greater than those for families witji 
mothers^ who choose to remain;>at horn* is unknown. 

i. • - T ....... — ^ ■ .-. f 

* Another, mechanism through .which a woman's enteriny the/ la*boh ; f b'rce can 

* ^ffect her family's nutrition is through the effect that the preschpol chi lid's 
4 • Waving meals outside the hoffftf may. hav4 on his or her nutritional ''status.. For 

children eligible for fedeYalVy subsidized nutrition programs' such as the 
Child Care Food Program (CCFP), di^tjs may actually improve. However, a. » 

. mother's increased income may make Jier child ineligible. The ^day care center, 
receiving less CCFP funds, must either ► charge thet-inel igible families more or 
v , pass the cost on to all parents in the form' of increased tuiti'on fees./ Not 
' ooly h*s income eligibility for «pCF^ Veen restricted^ but changing federal 
policy, has reduced thl numbV observing*' available to. eligible children from 
three meals and two snacks, per day .to €wo meals and one snaefc periday. These 
changes could further compromise thelM1$ty' v ot centers to afford adequate 

. meals, ./specially for thosfe chi ldren ^hose parents work kinf^Qurs' or. 
overlapping shifts. t \V • ./.wA:' : ' 

, ' t Similar 'dynamics affect tbfe school-age cmhd wfio$e parent or parents ». 

work. Such'a child may take, two) mea^s>bfe^kfa*t and lunch), •ootside the home. 

'►His* *s inythe case above, i ncreased^fami ly income may mean Ipss of , . 
'••»' eligcfbility fcj/r free. or reduced- pYlyce breakfastl or lunches? faradoxTcaVly, 

the mother who has entered- 1>he labor force,, gndlwho may therefor^ have,lesSjr 

time to plan and prepare meals for%chooJ-ffg^'cVi ldren,- may now f.fncf hef yfT^ 
> v family ineligible for federally subsidized, s#)flfo#l . break fasts^and school 

lunches; . Simultaneously, fedaraj^ppo^^ 
. ... r* „ . ■■■ • . 
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through both less -generous .income cr-iteri^amt detrea^'d federal Subsi df*V petf^vV 
meal. . 1 A \ • : ', ? I., } : ' ■ VA>v*v; * v ; • ; 



The fact that* #hi Vdren. in school or 1'»:fuT3>t1me. day ..care get .as many as 
. two of theirvthree meals a day. away from r home underscores, the cr-itical - % . .-. 

importance for -children' s nutritional/ status- of what is served ia schools, and - %* * 
•.• centers. The loss of federal funds tens' eitheiv increased costs or decreased 

. equality of meals. ■ lt>\Could ■aJsovfoean" los^of the food program entirely... So - 
* 'far, about 3,(iMll1on children add 2 ,700'sc|hool s have dropped out of the School 

'"• Lunch PrSgram; and 4^9,000 chfl-dren and 650 school s "have dropped put; of 'the _, ■ \ 
>v School Breakfast .Program CfifSd Research Action Center ^83).. ".Despite >. " i \ V 

mythology to the contrary, bay lunches from teffie r Jiave*beeji \sho e wn to:pcov1rfe|a • ' l 
much poorer' diet for the, younoer child than jschooj mea] s, prepared °acjc<»rding |to; » ■* 
federal guideliges "(Golden, i/Mated)'. Finally,.* reduced tiirje^ working \-> . ' 
mother has to successfully complete the application process' may exp^ih why' in 
many cases children of wording mothers are less lively to participate in * . , / * • 
school ""feeding programs; than. children 'who je mothers are not M\ ttje labor y ^ 
force. These* same constraints 'may further compromise a mother's ability, to V * 
negotiate th6\ often complicated bureaucracy standing between her and, her 



family's elig'ibi 1 ity <fqr other federal nutHtfiqn services '-sudi as W1C /or food ■/. 
' stamps. . ' " ^ . \< . . ' ,v/' 

A «fi na^ pathway through which a* woman's entering the labor, f\*rce couW" , 
' affect her;- f ami ly' s jjy4T.it ion is through the imp-act of working on the time 
available for food prpducition. 'When time goes down and income gpesup., 
mothers are likely to have less time ta plan nutritionally bjal anced tneals,* 

• less time tp shop 4 and less^ttme to prepare meals. The. result is usually more 
. processed food, including frozen dinners. and meaj s in fast food restaurants. . 

Although the net effect £pf these changes on nutrient intake is unclear, there 
v' ' 1.s little doubt that nutrjeat deqsity per unit cost is less. In the^cp.ntext 
.of .the hous.ehpld, tf!e fc higher income may resul t in no real;' nutritional* ' ' 1 . 
v " benefits, but merely a .substitution pf-^he^working' woman' s marked wage for" the 
- care, and effort formerly devoted to shopping' and iiome production i - >• 

In a society where peop>e*s worth and sfaf-esteem%re measured in large' '.. 
part by thei a work and the compettsa'tion the/ receive for work> ft is Ino. longer 
v sufficient for-many women to eschew gainful employment in, favor of being a , 

• full-time mother and homemakeh. Society presents; confl icting* values to the 
mothe^Via a work ethi^on the One hand apd the trad.itiona.l message tO'Staw 
home i/it-f/her childrer%n the other. i^phout^eail economic benefits for t% 
mother who .chooses to sta^ at home » thaPt latter option is becoming less and 

.*» , ' less viable. * . .^t . . . • V 



\ 



There really, are, therefore, only three alternatives. One is t6 : do 
* n othi fig, ''andv. assume that womefi will make the right benefit-cost ^eei/sioti for . 
themsAvves* This basically cynical Option places a ^higher- vaWe/ on 7so-caTled 
free cboMce than it dpes on people's health. ' In/f/act«5 if,aay of the adverse ' , 
heal fhjconseqtiences for chLldreli 'of mothers chpdslng to <sWor k^out side tb£ home / 
r \.« come ZD. pass, the free chpfcp of subsequent gene/ati(fns ma^^e ^dnipromised^ /." 



t^Xif poorer heaKh status. 
P\ / \' 

The remc^ining ttyo v alternat1 ve* b.oth,*.^- „. .... - ..... 

women who at present musx choose, out of eCbnomit-^Qecessi ty to tf work. 
§octety could underwrite' services for the- chijdrenof mothers whb^ work s or 
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.Could in effect subsidize mothers who choose to stay home, or both. Tne 
■former services mustainclude guarantees of nutritious meals for children in 
care or in school. Eligibility ^hould^e on«a -sliding scale, and child care 
institutions and'schools" need th,e assurance of continued federal support for 
equipment and training 1n addition to the subsidies to cover part of the cost 
6f food Eligibility criteria may be relaxed rather than contracted so that* 
the child of the newly working mother can continue to receive subsidized . 
meals. 1 / ' .• '. 

' ■ " ->" . 

A family should not 4 have to choose, between working and being eligible for 
..school' meals. and food stamps. School* and child care meal programs should* be, 
viewed, npt *as a welfare program, but as a Median ism for supporting families 
'with children, whether their mothers work or not/ If, ir^fact, we as a ' . 
society wish to encourage women to work, then the working women should have 
more resources available for food, not less. This implies* that food stamps . 
too should be allocated on a sliding scale, not on the basis of a dollar for-, 
dollar loss of benefits with increasing income. Being able to keep a' portion 
of the food stamp benefit would ^ot discourage women from seeking tne 
employment they may desire. Local demon sir atioi^rojects testing the effects 
<jf such a sliding eligibility scale for food stamps, or the eftects of taxing 



some portion of the food "st amp bonus for women who get a job, 'w§Sd add to pur 

J_ v 1hid1 1 cation "of\th 



understanding of t'he p6l icy impl i cation "of\these altepnatives; 



* 



■On the other hand, society Cou f ld decide deliberately to make it more 
attfl^ctive for the woman to stay. at home by Offering- real financial incentives 
in addition to food stamp and supplemental food benefits. In a number of 
industrialized coi%trtes, such as Norway, Finland, Denmark, Czechoslovakia, 
Hungary,* Poland , France,, Austria, West Germany, Great Britain, and Canada, a 
child or family allowance, often in addition to tax rebates or tax deductions, 
are provided to families 'with children (Kamerma-n & Kahn, 1978). To be 
progressive, such benefits \woijld either have to be scaled according to need 
or, If. avail able to. all families with children regardless of Income, would 
have to be considered taxable. In any case, the financial incentive to leave 

the home ,to go to woVk would be reduced. 

• . • " ♦••»•' •• • . 

Policy .Recommendations •' ' * ' t 



We would argue that it is in the b#Bt interests of ^ the nation and most 
consistent with American ideas about freedom to make 'it possible for women to 
choose to work without' risking their family' s health er to stay in the home 
without sacrificing the nutrltiortal benefits of higher income. In other V 
words, both nutritional supports for the childrin of working women, and 
additional resources for Women who choose to do the work of raising their <own 
children should be available, but they should be alternatives. Different sets 
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of nutritional benefits for children should result 1n equitable benefits' for 
all children regardless of whether their mother works. The benef^Jw should be 
structured su<jh that the mother who goes to work does not receive added 
nutritional programs, nor would she lose the net value of those benefits shq- 
received for her children when she worked in the home. The only difference 
• would be the nature of le nutritional support, whether available at hope or " 
but -of the home, not the amount. In both cases vertical equity would be . 
achieved through progressive taxation of benefits. • 

• •• . • 

Health Insurance for Mothers . . • 

•■ * ' \* ' ' * ■ • . * 

It 1s welL known* that having health insurance cove/a^e substantially 
fosters access^o health care. However, a maj'or barrier ti labor force , 
participation for some females 1s the Tack of adequate n&frmt--insurance 
benefits that would mittrjate the high cost of medical care and provide access 
to medical services., This, is especially trUe for single female heads of , 
households who depend on AFDC for medical Insurance. If a* single female head 
of household works and her income exceeds the limits established for AFDC 
eligibility, then she loses both her AFDC benefits and her health 
benefits—and sometimes benefits such as housing and food stampsNas^el 1 . 
This srj-called "notching" effect often provides a disincentive forTabor fprce 
participation since in many states Medfcaid is mope comprehensive than private 
health insurance, and women frequently obtain jobs where no insurance, is 
provided. Thus, 1t might become more expensive for a single head of household 
to work since she may lose more than she gains. However, it is interesting to . 
note t,hat in a recent study when AFD^wcipients were asked whether they would 
'give. lib. their benefits and start workingTrirhey could keep their Medicaid t <and 
food stamp benefits, most said they would do so (Belle, 1982). , 

V. Table 1 presents, national datVoh health insurance coverage of single 
mothers who are hea'ds of hbuseholdsT and -married mothers according to whether 
they are employed, unemployed, or oQt of the Tabor force. Unemployment is 
defined as: 1) not working;} 2) 'looking for but unable to find work; 3) waiting 
to be called back to a job from which one has been laid off ;<^*4) waiting to 
report to a new wage or salary job within 30* days. Mothers^fiaF"1n the labor 
force (NILF) are those not looking for work either because they are discourayed, 
cannot afford to leave chi ldren' alone^have outside soufces of Income from ) 
relatives or a spouse, or for some 'other reason/ 

The data* presented in Table 1 («rs wel 1 ; as the ^her tables. below) are taken 
from the March, 1981 Income Supplement of . the Current Popul ayfofeurvey (CPS). %> 
The. CPS, collected by the Bureau of the Census; is- conducted/monthly on a sample 
o*f approximately 60,000 households 'chqsen to provide reliablfe. estimates of the V 
nation as a whole. "' 1 

, Table 1 indicates that the bulk of "employed mothers— single and 
married—and unemployed and NILF married mothers are covered by some sort of 
group hialth insurance (e.g., private plans such as Blue Crbss/Blue Shield or 
commercial . insurance) . However, whereas 86.2% of married mothers who .are 
employed have group Insurance, only about 677 and 77% of single, employed 
mothers and unemployed married mothers respectively have health -Insurance 
' coverage. The disparity in^coverage for these two groups of mothers 1s 

-• ' ■ ■ • i_ : • • ' ■ • * : 
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Table 1 



U. S. Data on Health Insurance. Coverage for Mothers... 
by Marital and Employment Status 



Type* of Health 
Insurance 



Marital , and Employment Status 



A 

Employed > Employed , . Unemployed Unemployed NILF <^NI1E , 
Mothers Single Married/^ Single Married* Singte 
Mothers Mothers • Mothers Mothers Mothers 



Group Health 
Insurance. 



.Medicare 



Medicaid 



,$6.20 



66.72 



0.08 * 0.29 



1.96 



14 .47 



76.83 



0.14 



8.47 



26.15 A 71.64 



1.48 



53.30 



0.83 



6.69 



4,69 
3.67 
71.30 



MHotary or 
Champus 



8.06 



1.67 



9.94 



6.36 11.62 



Note? All data are percentages; columns may add "to over 100% since 



individuals may have more than one type of health insurarxGe coverage. 



4£\ 



2.74 
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presumably caused by the health insurance coverage available to marri# mothers 
through their spouses* empl oyer. Thus, th*t unemployed, married mothers and 
NILF, married mothers frf? covered by group health insurance to such a large 
extent.is not surprising. By way. of, contrast, single mothers who are unemployed 
or NILF have relatively little 'group health insurance coverage* The gap between 
these mothers and married mothers k filled to some degree by Medicaid, but a 
rather large gap sti 11 exists. Moreover, as pointed out earlier, some of the^e 
mothers might lose their Med1caid>coyerage due to employment. . 

'These national data have Important policy implication's. As women become 
employed and the economy improves, more women will be covered by 'heal th 
insurance, tfowever, in the short run, as Medicaid budget cuts loom larger, 
these groups of women and their children will have neither health* insurance 
coverage % iyr the means to buy 1t. N .»...•' 

Table 2 presents data similar to that in Table 1 except that the^^-y 
percentages are for the South Atlantic region (which includes North Carolina). 
The data are very similar for the South Atlantic region and the nation as a 
whole. , Nevertheless, there are* a few notable differences. A slightly higher 
percentage (and one that is statistically significant) of unemployed single 
mothers in the South Atlantic region have group health insurance coverage. 
However, Medicaid picks up a substantially smaller proportion of NlLF single 
mothers than .in the nation as a whole--about 58% of^KILF, single mothers have 
health insurance coverage through Medicaid in the South Atlantic, region whereas 
for the U.S. as a whole the figure is about 71%, 

Tables 3 and 4 put the^data presented in Tatles 1 and 2 into perspective. ' 
These tables summarize data on the percentage of mothers who have no health 
'insurance at all, as well as the percentage who have single or multiple 
coverage, A vqry large percentage of all mothers have no health insurance 
coverage at all. In 5 of the 6 categories (all except employed single 
mothers), a greater proportion of mothers are uncovered in the South Atlantic 
region than in the U.S/as a whole. Thus, for example, over 30% >of unemployed 
or NILF single mothers had no heal tin insurance 1n the South Atlantic region; 
for every other group--except employed married mothers—20% or more had no 
health instance coverage.' As might be expected, employed, married mothers are 
the best off with only about 12% lacking health insurance) coveraye. Tables 3 
and 4 also indicate that very few mothers have more than pne type of health 
insurance. ' ' ' 4 

- I 

Several policy options may be offered: , 

•1. "Smooth out" the notch in' Medicaid coverage so that, coverage is 
gradually withdrawn as income increases. This may be done, for 
• * example, by introducing coinsurancepeductible or small premiums 
(e.g., let individuals partially buy Medicaid coverage). 

2. 'Allow Individuals who choose to x work for employers who offer little 
or minimal coverage the opportunity to purchase either Medicaid . 
coverage or private health insurance. * Private health insurance could 
be provided through a risk pool and subsidized by an employer. r 

. 3. Irti t1 ate a mandatory national or state health program. 



Table 2 



South >Atl antic Data on Health Insurance Coverage for Mothers 
% .. by Marital and Employment Status : v 



•Type of Health 
Insurance 



Marital and Employment Staius 



Group Health 
Insurance 



"Medicare 
Medicaia 



Employed Employed Unemployed 
Mothers Single Married 
Mothers * Mothers- 



Unemployed NILF 
Single Married 
Mothers Mothers 



S?T32 
0.03^ 
1.06 



69.29 
0.21 
11.22 



6.89 



24.27 



0.68 ' 4.6£. 



10,13 



51.88 



65.65 
0.00 
. 4.99 



. NILF 
Single 
Mothers 



4.61 
3.65 
58.46 



Military or 
Champus 



8.06 



1.67 



9.94 



6/36 



11.62 



2.74 



Note : All i^ta are percentages; columns may add to over t00%' since 



individuals may have more than one type of health Insurance coverage. 
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Table 3 

■■}>'<■■:.. ." '. : 

U.S. Data on Percentage of Mothers with Different Numbers of Health 
Insurance Coverage by Marital and Emplpyment Status 

w+wm^mm llui.u mmmmm&m m ■ immi — nrr i, i .i i u. t. muni ■ n mm hm»i»'«1mi*i *«w mi mm ; ir»m'-ni mm — *mm***ne**:i — ' *-) : - a*-*.*. ■+ y< i 



Number of 
Health Plans 



Empl oyed 
Mothers. 



Marital and Employment Status 



Employed 
Single 
Mothers 



Unempl 

Married 

Mothers 



Unempl 
Single 
Mothers 



NILF 
Married 
Mothers 



NILF 
Single 
Mothers 



None 



2 
3 



10,80 
85.38 
3.78 
0.04 



22.75 
72.00 
5.12 
' 0.13 



15.127 
71.74 
C 5.48 
0.15 



26.80 
79,09 

i 

8.17 
0.6b 



19.88 



23.63 



75.95 71.74 
4.34 , 4.64 
0.13, 0.00 
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.Table- 4 



f 1 



South Atlantic Data on Percentage of Mothers with Different Numbers of 
Health; Insurance Coverage by Marital and Employment Status 



Number of 

Health Plans 

•v 



Marital and Empl oyment status 



Employed Empl oye 
Mothers Single 
• ;•• Mothers 




Unempl 
Married 
lot hers 



Unempl 
Single 
Mothers 



NILF 
Married 
Mothers. 



NILF 
.Single 
Mothers 



None 

1 . 
2' 



11.78 



83.98 



4.24 



0.00 



21.95 



74.72 



3.33" 



0.00 



19.46 



72.42 



8.12 



0.00 



30.69 
55.05 

M ■ 

12.00 
2.26- 



21.61 
73.84 
4.55 
0.00. 



32.71 



64.71 

4' 

3.12 



0.00 
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• 4. Reorganize the current system for providing health Insurance by - 
severing the link between employment and health i-nsurance. 
Individuals could then buy Into group* health insurance plans 
regardless of employment status. EmpToyers (.in the case of the 
'"• .employed) and the State of North Carolina (jn the case of the 
unemployed) could contribute a sum (equal to what they themselves 
-would have paid) towards purchase of such' insurance. 

■ ■ r ' t ■ 

These recommendations essentially illustrate two different approaches to 
providing better health insurance for mothers, and particularly mothers who 
are unemployed or NILF: ~ 1) mandator^ Insurance regardless of health Insurance, 
'stat us. (recommendations #3 and 4), and 2) filling in the gaps between current 
types .of coverage. State passage of mandatory insurance, whi.le socially 
desirable, is probably too expensive now. .thus* the approach of filling*gaps 

-in present coverage is probably more feasible because it is less : costly. But 
this appraoch does not address the fundamental fact that some mothers, despite 

'j the availability of health insurance, may not have enough money to. pay 
premiums.'' ■ , 
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Occupational- Health and the Female Labor Force 

* * 

Overview of Information on Occupational Health 



The work-related health issues that have developed consequent to changes 
in the employment of women c^n be addressed at the individual , family, and 
societal levels. Women employees predominate in traditionally female Jobs 
such as food services, clerical , heal'th care, textiles, hair dressing, and dry 
cleaning. These are often low-paying,,, nonuniorrized occupations where 
potential work hazards are overlooked. For example v 75% of the health care 
services workforce is female. These women are exposed to various biohazjrds 
(e.g., hepatitis and other infectious diseases)* chemical, and mechanical/ 
physical agents that contribute to a significant rate of illness and 
-Stsabilitt. • . . ' . 

In addition to these hazards, the working woman is frequently subjected 
to the stress of a dual work role: full-time employee and full-time 
h omem a ker/ parent. The Framingham study's recent data suggest that women. j| 
workers are a population group at high risk. For example, married female ^ 
clerical workers with children were three times a$M1kely as marfied women 
without children to develop coronary heart disease. Coronary heart disease 
wa? five -times as prevalent in married female clerical workers with children 
as in single clerical female workers without children. Using Metropolitan 
Life Insurance data, Estelle Ramey jl980) concludes that the association 
between narrHfle, parenthood, and working holds for blue collar working women 
but not for white collar or professional women.. Therefore; the stress 
perceived by blue collar working women seems to be caused not by entering the 
workforce per se but by their dual role expectation and the lack of autonomy, 
control, and recognition that is experienced b# people 1n low. status jobs. 

Women who have moved into traditionally male dominated jobs face . f 
additional work fiazarfls. They are exposed to a variety of substances for 
which safe exposure levels have been established on the basis of research , 
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conducted amohg only men. \ Personal protectivef equipment , designed for the 
average male worker, may not 'adequately protect the female \ Further, m • 
expectations for manual tasks associated with a job, such as load lifts., have 
been designed for the male physi'que, physiology, and'endurance. 

The nature of work is changing in all occupations/ Forty percent of the 
work performed by individuals today Iwi 1 "I be replaced by automation duriny the 
next fifteen #ears. By the year 20{9, eight/ to ninety percent of the entire 
workforce wilYt>e employed in jobs involving information processing (Gregory & 
Nussbaum, 1982) . . Clertarl work and low level data processing jobs wil l grow 
more rapidly than any Other job category. \Wost of these new jobs will be held 
by women. A* wide range of health problems have been associated with the use 
of video dispVay terminals (VDTs) or cathode ray tubes (CRTs), employed in 
information processing. - 

These problems are associated with the ergonomics or design of the VDTs 
and the manner in which, they are ^sed. VDT worker's complain of eyestrain, 
loss of visual acuity, change in color perception, back and neck pain, 
abdominal pain and nau,sea. Headaches, fatigue and tension are common^ • 
responses to the physical stress and wofk pacing imposed by VDT work 
(Grandjean, 1979), A recent survey of. VDT workers found "higher levels of job 
stress than have even been observed on assembly lines" (Smith,' Cohen, 
.Stammerjohn A Happ, 1981) . The relationships between worker health and this 
charoge in the -mature of work have just recently become concerns of scientific 
study. At thi?time, there has been only the one. study of VOT workers which 
was conducted oy the National Institute of Occupational Safety and Health 
(NIOSH, 1980). 

' ''••.<*' 
Overlapping the -individual and family levels is the issue of reproductive 
effects of work- related substances. These effects may be impaired 
reproductive capability, mutagenesis, teratoyenesis , and transplacental 
carcinogenesis. More than 63,000 chemical, s are used in. the workpl ace. 
Reproductive effects have not been well -researched f of all these known 
substances, let alope the more than 3,000 new chemicals that are introduced 
each year. Although reproductive effects often are addressed in the testiny s 
of. new substances, the potential hazard produced by combining substances in 
work "processes" is largely unknown. One corporate response has been to exclude 
all female workers from work sites with identified reproductive hazards. This 
action has raised legal, ethical, and societal issues. 

The two-income family alsodoubles the possibility of family' members' 
potential exposure to occupational hazards,, such as beryllium, asbestos, lead, 
and chlorinated hydroea'rbons (Bellin, 1981). Infants, because of their 
immaturity, a#e especially vulnerable to such contaminants. Nonetheless, work 
contaminants brought into the home have received little study. 

This interaction of work and health also poses several pol icy. issues at 
the societal level. What is society's responsibility for ^protecting 
reproductive capability and fetal health from.work place, exposures? Should 
occupational health and safety standards be set at levels to protect the fetus 
or should, workers with reproductive ability he excluded, from jobs with 
reproductive hazards? Would the latter* pol icy constitute a violation of the 
country's, discrimination laws? Can society afford to protect the most „ , • . 
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susceptible individuals at work place's? What societal interventions should be 
developed for the at-risk group of blue collar women workers and the'ir 
families? * ' 

* The U.S. Court ; of Appeals for the Fourth Circuit recently ruled against a 
North Carolina 'firm's exclusionary policy for women workers (Wright v. 01 in 
Corporation, No. 81-1229). This decision reversed an earlier (December, 198U.) 
district court ruling in favor of Olin's policy. The reversal was based on 
legal^ principle, under the Civil Rights Act and Equal Employment Opportunity 
Commls-sion regulations, that exclusionary policies must be justified as a , • 
"business necessity." The Appeals Cour*t reaffirmed that the "burden of 
persuasion is* upon 'the, employer to prove that significant risks of harm to the 
unborn children of women, workers from their exposure during pregnancy. to toxic- 
hazards in the work place demand restrictions that apply only to women " (OCAW, 
19«3). This decision has implications for multiple industries in North 
Carol iria. * 

The major industries that have potential reproductive hazards are* health , 
care, agri-cul ture, microelectronics, dry-cleaning, textiles, and chemical 
synthesizers (Mesite & Bond, 198U), all of which are expected to increase in 
•number in North Carol ina* Thus, two major issue's confront North Carolina 
pol icymakers: ^ - • • I. * - * 

1. What is the most effective and acceptable policy regarding the 
employment and placement of .women in 4|hei r reproductive years? 

• • . * 

2. What measures can be considered to protect the fetus and child from 
* work place exposures introduced by either parent? 

r . " < : , * 

Policy in this area Ms governed by federail and state legislation such as 
the Occupational Safety arid Health Act and the Civil Rights Act and its 19/2 
and 1979 amendments. These laws specify that all employees are to be ensured 
a safe and healthy work place and* that all individuals are entitled to receive 
. equaA treatment in hiring, job placement, and employment benefits. The 
Pregnancy Discrimination Act, a 1979 amendment to the Civil Rights Act, 
protects the female worker from being fired, or from beiny refused a job or a 
promotion because she is pregnant OR^has had an 'abortion. Pregnancy, and its 
related conditions, is to be treated as a temporary disability for which 
female workers are to receive the same benefits as workers with other 
disabilities. „Th1s act changed earlier policies of denying employment* to or 
firing pregnant women. More than two-thifds of all pregnant women now work 
/during at least a part of the gestational period. More than 89% of all women 
"are employed outside the Jiome for some period of their life (Hunt, 1977). 
$ince so little is known about the dose- response relationship of many work - 
pl'ace exposures, including the importance of time and juration, there may be a 
larger number of women and families at risk than is usually assumed. 

f ' 

There has bear# no uniform corporate response to .thi s issue. Individual 
companies have instituted policies that mandate proof of sterilization for 
women of reproductive age who desire employment 1n areas with reproductive 
hazards. When these jobs are associated wki incentives such-as higher pay. 
arvd Increased Job status, some women have complied with this policy (Rayer, 
1982).* This Is especially true in areas where alternative .employment 1s not 
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readily available. Other business organizations have simply banned female 
workers from certain Jobs. Both approaches have drawn legal suits. Industry 
has" preferred tht^ t|pe of legal suit to tort liability for subsequent adverse 
pregnancy^outcomesy 1' 1 

pother example of industry's and society's, response to occupational 
health issues is the action regarding lead hazards. Under the Occupational 
Safety and Health Act, the recent lead standard was based on the assumption 
that it is not->always feasible to make the workplace reproductively safe. 
The regulations mandate medical removal protection for those workers, of both 
sexes, who are planning to, or already have, conceived; for a period of up to 
18 months. Such workers must be guaranteed wage and seniority protection. 
This lead standard, however, 'is betng contested by Industry on the grounds of 
feasibility, ; 

Although b€th industry and workers have lodged complaints with regulatory 
agencies, neither the Department of Labor nor the EEOC have developed an 
overall policy. In the absence of federal statutes', the protection of k)rker.s 

and business rests with the states. t • 

V i - ♦ 

These issues have, howeveV, been .dealt with at the national level in. 
other countries. In 1981, Canada amended their Human Rights Act and their 
Labor Code to protect the reproductive rights of all workers, male and female. 
Exclusionary policies are prohibited by law; the Canadian government. i s 
reviewing occupational- health standards to establish a single standard for ' 
each hazard. that protects the njost susceptible workers (Women' s Occupational 
Health Resource Center, 1980). 

Legislation enacted in the United -States over the past two 'decades has 
affirmed our society's belief that Americans should not have to t&ade off 
their health for employment. This protection must be extended 'to workers' 
reproductive ability and to .future, unborn children. As documented by recent 
events, work place hazards do not differentiate by gender orage. 
Dibromochloropropane (DBCP) ,* .diethyl stipestefol (DES) , and lead, for example, 
are capable of inducing reproductive effects: in* all workers. TO propose a 
policy that excludes only women from certain exposures denies t;his fact, 
discriminates against women's right to fair employment, , and dispriminates 
against *men' s right to equal health protection. • . 

"There is evidence that, in addition to chemicals, physical agents sucti as 
noise and vibration may be related to reproductive defects (NIOSH, 1980).' - 
With so many gaps in our scientific^nowl edgffi *pol tele's tp protect adult and 
child health mus^ include al 1 'poterWfcl reproductive hazards. For similar 
reasons, pol icy ^should be proactlvgjjpl should a*l so encourage research. 

Pol i cy Recommendat ions " . ' . 

1. The state of North Carolina should develop a standardized occupational 
history form to facll itate jpb placement data collection. This form 
should be Brief and should be used by Industry, ileal th care, providers,, *and 
-state registries of vital statistics* 
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2. Parental' occupat>anal health hi story fqrms s should be recorded on all.biwth 
certificates, stillbirth certificates, and death certificates of 

children. : • • . - 

i ► .... 

3. These data should be used, as a basis for accelerated, continuous research 
supported by the state and industry,' „.*•-.•' 

4. Policy implications from the 20-year longitudinal study^.on work and 
pregnancy outcomes Ithe Collaborative Perinatal Project) should be . 
addressed by occupational health standards. Of significant importance i| 
that .of all work hazards studied, the most adverse pregnancy outcomes wer^e 

'associated with pesticide exposure of the parents. Other exposures with 
reproductive effects suggested by this study include several chemical 
heat, heavy lifting, and ionizing radiation. 

5.. Responsibility for protecting workers and their children must be shared. 
To share this responsibility, workers must be informed of what they are 
exposed to, the associated health risks of such exposure, and the role of 
the worker and the industry in protecting tffe worker' s,; -health. Right to 
'. know legislation shoild be incorporated into state law and be extended;*' 

* al 1 workers. , # " 

6. The state should ensure that information aboft work hazards and 
reproductive effects is disseminated to the first line health tare 
providers of workers and their families. This issue and identification of 
the high risk target populations of workers should be presented via a 
continuing education effort to health care providers across the state. 

7.. Small businesses (less than 500 employees), the majority qf American and. 
t North Carolinean businesses, are associated with less healthy and less 
safe work. sites and fewer resources to address those problems (Zenz, 
' 1975). The state could most effectively assist these businesses, and 
protect workers by increasing consultation services to industry through 
the Occupational Health Branch and the Occupational Safety and Health 
Administration. Consultation opportunities should be actively sought out 

• rather than provided only upon request. • * 

8.' State policymakers and regulators should support the Canadian Approach to 
standard promulgation and enforcement. Standards should be\sfabl ished to 
protect the most susceptible," ' ' 

These recommendations propose steps that are proactive, maximally 
protective within the constraints of an inadequate scientific knowledge base, 
•and most likely to decrease, unnecessary exposure and associated reproductive 
effects, .' .•«'." •«...•' 

/ 4 ■ ■ ■ * ■ 
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Analysis of Occupational Health Issues: The Protection of 
Women Against Occupational Assaults on the Reproductive System * 

" Problem Statement 

The review above has shown, bow selected maternal andy child health issues 
•affect and are affected by female labor force participation. Of the various 
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issues discussed, one deserves additional arfalysiis. and discussion since -it 
raises very challenging and fundamental issues related specifically to women's 
participation in the labor force.. The issue to be addressed , here is the 
protection of women against occupational assaults on her health, her 
reproductive system, or her fetus. This is an issue of gaeat importance, for 
what are at stake are the gains in employment that IwomenTiaye- won as a result 
of civil rights legislation and cqurt actions. v The(se ga.ins are now being 
reversed under the guise of fetal health or the .protection of female 
reproductive capability. That is, corporate respbns'es to this issue of 
reproductive or fetaT health 'have been to institute ."protect ivf discrimination 
policies" such as the demotion, transfe/, and exclusion of'women'of child- 
bearing age from certain jobs that mi g+ft • compromise their capacity to bear, 
children.. Faced with the loss of a job or demotion to a* position with less- 
pay, some women have opted to have themselves sterilized. Policies such as 
these have led to a calash between* those who have an interest in the rights of 
•women workers and corporate policy to selectively protect. the unborn child. 



The importance of this issue 1s •highlighted, by the fact that the majority 
of women in the work force are of child bearing age--between 16- and BO (U.S. 
Bureau of the Cervsus, 1981 , Table No. 637', p. 381). Furthermore^ female- 
dominated occupations tend to be minimally regulated by the Occupational Safety 
and Health Administration, which concentrates its efforts on major industries 
and large work places. Thus, women ten/d to be less well-protected than men 
from hazards in the work place.- 
* • 




The concern for the sp^cTTaT vulnerability of the female reproductive 
system to occupational hazards is decil/ed from research indicating /that many 
occupations, especially those where ferules make up a vast majority of the 
labor force, are hazardous to fetal heaYsh because they, expose workers to 
industriaWubstances with fetotoxic potential; e.g., benzene; lead, vinyl 
,chlor1de, carbon tetrachloride, and carbon monoxide/. Some of the jobs that 
have been implicated as having fetotoxic potential are shown in Tables b and 6. 
Of note is the fact that a large proportion of North Carpi ina' s female workers • 
are found in textiles and hospital/health related occupations where exposure to 
these chemicals is likely. . • \ . ' 

Much of the empirical -evidence showing the deleterious effects of 
fetotoxifcs 1s_ derived from animals studies (Wol kowski-Tyl , 1981). Ln only a 
few cases does valid Information exist on the effects 1 of gnftustrial substances 
On. women workers and the finale reproductive cells. Additionally, little is 
*n own about whether males are just as sensitive to some of^ttie toxic agents and 
whether these agents affect, males' capacity to produce offspring. As noted by 
the Council on Environmental Quality after reviewing the limited scientific 
evidence on reproductive outcome and toxic substances: 

. . - ■ 4 " * . _ • , •' . ' ..•» 

'• » '< ' . ' 

It does not necessarily follow tfcat women are more sensitive to actions 0f 
-'any given agent. In fact, when extensive data were available, as in, the : 
case of smelter emissions and anesthetic gases, they Indicated adverse.,/ 
"effects on both women and men; they also show evidenced?* Harm to the. J" 
fetus following the exposure to toxic substance^, x . * "? 

Clearly, the issue of women's, ✓reproductive and fet^l health has 
implications for female '{and perhaps male) labor-force participation.. 
Therefore, our primary. goal in this section is* to select a policy that 
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Exposures , ' 



1. textile fnd Related Operatives 
- a . ; 'Texljji 1 e'. ope rati yes 

b. tSewfrs and stitchers 

. c. Upholsterers • 



raw cotton dust, noise, synthetic filter 
dusts, formaldehyde, heat, dyes, flame 
retardants, asbestos , : f 

cotton and synthetic fiber. dusts, noise, 
formaldehyde, oryanj,p solvents, flame 
retardaifts, asbestos . '. 

same as above 
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„ r ... . ^tapers 

(Some ^Specific chemical encountered in the above occupations are: 
ben«ene, tol uene , trichlqroethylene, perch] oroethyl ene, chl oroprene , 
kyrene,. carbon disulfide) * '* 



J 

2; Hospital/Health Personnel * 

a. Registered nurses, aides, 
r - orderl ies 



' b. Dental hygianists 

• <>{ ■ 

c. Laboratory workers 



.3. Electronic ^ssenfbl ers 



4. Hairdressers and Cosmetologists 



V 



5. • Cleahfrtg Personnel 

■ *■ 

a. Launderers 



« . — ■ 



anesthetic gases, ethylene oxide, ^ray 
radiation, alcohol, infectious diseases, 
puncture wounds . ' , 

x-ray radiation, mercury, ultrasonic 
noise, anesthetic -g^ses 

wide variety of toxic chemicals, 
including carcinogens, mutagens and 
teratogens, x-ray radiation. ' ' . 

lead, tirt antimony, tri chl oroethyl ene, 
methylene chloride, epoxy % res1ns, 
methylethyl ketone 

•hair spray resins (plVinyl pyrol idone) , f 
aerosol propel 1 ants (freons) , halogena- 
ted hydrocarbons, hajt dye$; solvents of 
'nail polish, benzyt alcohol , ethyl 
alcohol acetone , _/ ' . *■ 



soaps, detergents, enzymes, heat* 
, humidity, Industrially contaminated 
clothing, perchloroethylene, tr1 chl oro- 
ethyl ene, stodard solvent (naphtha) , , 
benzene, industrially contamlpaled' 
c.lotMng ... ; , \ 
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Examples of Occupational Exposures in Predominantly Female Jobs • 
•Occupation . , . ' Exposures ' 



6 . Photographi c Processors 
7* Plastic Fabricators 



8. Domestics ' : ' 

'9,. Transportation Operatives 

1U. «Sign Painters and Letterers 

■II. p^rical Personnel 

• ^ * * • 



^ 12. Opticians and Le1T5^rt^e^ 
•13. Printing Operatives 



■7 



eristics,- iron salts, mercuric chloride, 
bromides, iodides, pyrogallic acid, 
silver nitrate * 

acrylonltrile, phenol -formaldehydes, 
urea- formaldehydes, hexamethylene- 
tetramlne, acids* alkal ies, peroxide, , 
vinyl chloride, polystyrene," vinyl idene 
chloridew' 

solvents, hydrocarbons, soaps, 
detergent s^ bleaches, alkalies 

carbon fgonoxide, polynuclgar aromatics, 
lead and other combustion products of 
gasoline, vibration, physical stresses 

lead oxide, leao* -chromate pigments., 
epichlorohydrin, titanium dioxide, trace 
metal s^ xylene, toluene ' 

physical stresses, poor illumination, 
trichloroethylene, cdrbon tetrachloride 
and various other cleaners, asbestos in 
air conditioning 

coal tar. pitch volatiles, iron oxi'de, 
dost solvents, hydrocarbons * 

ink mists, 2-mitropropane, methanol, 
carbon tetrachloride, methylene 
chloride, lead, noise, hydrocarbon % 
solvents, trichloroethylene*, toluene, 
benzene, trace metals 



» 64-66 # 



Source: American College of Obstetricians and Gynecologists, 19/7, 
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- Table 6 

Decision Matrix for Female Occupational Health Safety 



Analysis/ 
Criteria 



Policy Alternatives, 



Do Female 
Nothing ' Employment 



Restrict Improve Working Improve Working . 



Conditions for -Conditions for 
Females All Workers 



- General A,, 

Horizontal Equity v 
Vertical 



Stigma ; ; ; 

Preference satisfaction 
Unintended consequences 
Efficiency 
Privacy 



\ 



■ Specific / 
Health of Woman 
Health of Fetus 
Health of Families 



+ 



+ 

'■+ 

+ 




+ 
+ 
+ 



+ 
+ 

+ .. 

+ 
+ 
+ 



.1 




Note.- +■•■ satisfies criterion; - • fails to satisfy criterion; 

■ /> ■ ■ * 



1 vocal or no effect. 
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. effectively addresses this problem. To Identify the, best policy, we will 
follow tjie approach to policy analysis recommended by Haskins and Gallayher 
(1981).- In brief, we wjll Identify and define several criteria and ..use these 
to rate the effectiveness of several policy options that have been proposed as 
means of Increasing occupational safety for women. 

Ana lysis Criteria ■ - 

Analysis criteria, may be general if they are relevant in any policy 
analysis or specific to the problem under discussion. The general criteria 
used to evaluate reproductive and fetal health poT.icy alternates are: 
equity, efficiency, right to privacy, avoidance ( of stigma, preference 
satisfaction, and unintended consequences. Two types of equity are considered* 
in this analysis: vertical and horizontal equity. Vertical equity is the 
•unequal treatment of unequals so 'as to make them more, equal. Vertical equity 
suggests that a good policy is one that redistributes resources from the 
"haves" to the "have rtots." Horizontal equity seeks to treat equals aS' equals. 
Thus, for example, women workers in the vartouS states— arid the counties within 
a given state-.-.should .have *equa\ protection froi* occupational hazards. 
Efficiency is. defined as the use of resources so that they produce, 
the maximum benefit for the smal lest expenditure. Preference satisfaction 
requires that a policy produces the most happiness for the greatest number of 
people, usually by creating options and allowing individuals to maximize their 
own preferences. The right to privacy stipulates that a policy not permit an 
intrusion into the *fe of the Individual . Avoidance of stigma means that 
individuals will not,j>e labeled ,as different in a negative way from other 
citizens not affected by the policy. Unintended consequences are the 
unanticipated negative side effects of a policy,, ' 

, There are In addition to the general criteria. three specific criteria in 
the area of women's occupational health. These are the health effects on women 
workers "themsen^es, health effects on, the fetus, and the htalth eftofrts on * 
workers' families. These 'criteria^are self-explanatory, provided that we? 
understand that workers' families could include the families of male workers 
and the reproductive experience of their wives. ' „ • 

Policy Alternatives ' * 

. ■ • /■"*** 

We examine five alternative policies "for addressing the problem of 
occupational health of working women* These are: 

o - ' 

1) Do nothing. * 

2) Leave current policies intact while supporting a research proyram-to .'„ 
document the health consequences of specific occupational risks to 
women* s health. , - ' s 

* 

3) Restrict women for whonr pregrtancy is not ruled out from occupations * 
or work areas, known, or suspected tor be reproductive health risks. 

• t ' '■ \ 

4) Improve working conditions for all women.* 

5) Improvfe worMny conditions for all workers. 
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The first alternative would 1n fact represent a retreat from 
congressional" and regulatory mandates (e.g.* the Occupational Safety and 
Health Act). The second Implies an Important commitment on- the, part of the . : 

state to spearhead a collaborative effort among government, Industry, and 
universities to find out more about occupational health hazards to women,, 
Including reproductive health hazards. If such an effort implies delaying! 
necessary protections', 1t would not be acceptable. On the other hand, 
. additional research can and perhaps should be an adjunct to any of the next 
three policies* 

lie third policy 1s one which would 'deliberately protect the fetus and M 
the pregnant women at the expense of the^woman* s job preferences and 
advancement opportunities. This approach, which 1s followed to some extent in 
some European countries such as France and Austria (Kamerman & Kahn, 1978), 
seems to be the preferred response of many American Industries. It doe! not 
satisfy female workers who may -have to choose between an attractive job 
opportunity and future fertility. 

The fourth alternative would focus on making improvements in the work .. 
place wherever women may be employed. This approach would presumably benefit 
both t fete woman and her fetus and would, 1f successful , eliminate the problem 
of having to restrict women from certain jobs. However, such a policy may be 
seen as favoring women over their male co-workers and might arouse some 
opposition.. In fact, 1f all jobs were ava-llable to women, and 1f the health 
hazards of those jobs were limited, men would also benefit, but not, 
necessarily to the same extent as they might under a more even-handed 
approach. Industry, too, might resist this approach if 1t Involved major 
changes in work sites at significant expense. Industry might also be leery of 
reverse discrimination suits on behalf of male workers. 

» v //The final alternative 1s that adopted 1n Canada, namely, to protect, the 
hearth and reproductive rights of all workers regardless of sex. This 
approach would avoid charges of reverse discrimination. If pursued sincerely, 
both male and female workers should , benefit. Again, significant changes |n 
current practices 1n many Industries may be resisted by employers and by a 
flovernment less Inclined to regulate the private sector. Since the benefits of 
such a policy would extend^ beyond the limits of any one Industry, the use of 
public resources to aid Industry 1n making the necessary conversions may be 
justified. Indeed, the use of public funds has often been proposed for the 
retooling of major Industries to more efficiently meet overseas competition. A 
similar argument mi§ht be advanced $to*support retooling for health. 

Analysis of Policy Alternatives 

x Table 6 1s a decision matrix that contains our ratings of all the 

alternative policies except research. (We will return* to the research 

alternative policy below.) Our Intent here 1s simply to briefly summarize the 

arguments^hat might be made again?! and m support of the alternative 

pol 1c1es. » 

' • > •+ ♦ • 

Do nothlrig . The do-nothing alternative 1s listed simply to Indicate a * "* 

baseline Jigatnst which oth«r policies may be judged. The rltlngs 1n. Table 6 

show that, on the basis of the criteria we have selected, the do nothing policy 
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1s clearly unacceptable. Because this policy would irequi re repeal of existing 
legislation and practices, and especially the Occupational Safety and Health 
Act, 1t would Intensify existing hefilth hazards. Therefore, this option need 
not be discussed any further. , 4 

Restrict female employment . The alternative of rest?^1n$ female 
employment- falls to satisfy all but one. of the criteria. -Restricting women" 
from potentially hazardous work sites violates principles of equity by 
eliminating women from occupational categories. Women at similar skill and 
experience -levels as men are therefore not treated equally, violating the 
horizontal equity criterion. At the same*t1me, women, who are already less * 
well paid than men in similar work roles, would have even fewer opportunities 
' to advance and reduce existing inequalities, violating vertical equity. 

This policy would a? so restrict the preference satisfaction of females by 
barring thorn from potentially attractive job/8. Such a policy also Requires 
some women to violate their privacy because they can assume hazardous jobs only 
if they announce their intention never to hav,e a. child. On the other hand, 
this policy cool d be efficient, protecting the reproductive health and the 
health of the fetus at no expense to the employer, 1f the assumption that the 
identified hazard effects women more than men 1s correct. However, there have 
been some challenges %o, thi s assumption. If, in fact, men who are placed 1n 
unsafe work sites In Heu of women themselves have adverse reproductive health 
consequences, then this policy would violate the criterion of unintended 
consequences. »"'.*'■ 

The policy of restricting fertile wdmen,jfrom hazardous areas does protect 
their health and thfat of the fetus.. It may also Inadvertently protect other 
family members 1 f the danger is a substance which could be carried 'into the 
house on clothing. However, this advantage 1s more apparent than realbecause 
women would simply be replaced By men in th^e hazardous positions with the 
result that men's families would be at risk. 

Improve working conditions for fema.les .' This policy would not restrict 
where women worked out would direct resources specifically at reducing women' s 

~ health risks and reproductive risks. Such an approach would Increase vertical 
and horizontal equity between men and women and among women, some qf whom have 
nbtbeen admitted to" certain work sites because they weren't prepared to give 

* up.ch11q*bear1ng. Minority women, would also be less likely to work 

disproportionately in dangerous occupations. Women' s occupational choices 
would improve, their privacy would be protected, and they would no longer be ) 
stigmatized. Paradoxically, one untoward effect of this policy would be to ; 
indirectly stigmatize men who might lose resources previously targeted for 
their protection. This might lead to Inefficiency If the more efficient among, 
male workers began to avoid hazardous jobs (or are Injured on the Job). / 
Another untoward effect might be the Increased competition from womert that men 
might face for positions formerly aval Table , only to men. ■ 

Other Improvements over the previous policy Include respect for women's 
privacy and satisfying career preferences. Thu*, most of the general criteria 
would be met by this policy alternative, but the families of male workers may 
be exposed to, hazards If male workers do not share in future progress in 
occupational healths . *. ■'. 

: * . 31 '. '■■■.<-■' 
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Improve working conditions for all workers , hnally, the last alternative 
considers the health of all workers, both male and female. By reduciny risks 
for all, the policy can reduce Inequity between men and women and between 
minority and non-m1nor1ty jwomen, Stigma 1s eliminated, privacy maintained, and 
preferences are honored* There are unlikely, to be untoward effects, and the 
strategy meets all of the health-specific criteria unequivocally, including the 
criterion of health of families of men. as well as women. 

If may be argued on strictly cost-benefit criteria that, if the problem is 
women' s*healtH, the most efficient solution would be to concentrate resources 
on reducing those risks which are specific* to women. Industry has long argued 
that occupational health measures are too costly and counter- productive. The 
evidence, however, suggests otherwise. In two specific cases those Industries 
which complied with more stringent occupation health regulations found their 
profits improved. The first example., is that of polyvinyl chloride, which 
causes angiosarcoma in workers and increased. fetal loss among the wives of 
exposed male workers. A recent report documents that Industries which, brought 
exposures down to the regulated levels made more money than those. that didn't. 
In the second case, the 80% of the textile mil Is which compl ied with cotton 
dust standards, did better financially than the:20% that did not ( Occupational 
Health and Safety Letter, 1982 ). ' 1 

This strategy of extending protection 'to all women meets nearly all the 
specific criteria unequivocally, With Jhe possible exception of efficiency. 
The strategy also Includes all the recommendations made 1n the occupational • 
health section above. If a policy choice were to be made simply by adding the 
pluses and minuses, the fifth alternative'would be selected. However, this 
choice assumes that all the criteria are given equal weight. In fact, one must 
consider whether society values the health of women as much as the f health of 
the fetus, and especial ly. whether short-term costs anymore Important than the 
other criteria. • ' * •• 

Policy Choice 

B-ased on this exercise, we favor adopting the policy that attempts to 
reduce occupational health hazards .for all workers. However, on. an Industry- 
by- "industry basis, tlhere 1s little doubt tha> Implementing the policy would be< 
very expensive. Thri 1s the Ideal solution; the .implementation of this policy^ 
will require an Increase 1n our knowledge of the effects of Industrial 
substances on female and male reproductive health, an expansion of the 
technical capability to control occupational x hazards, and an Increase in the 
resources of programs to ensure occupational health. Nonetheless, we recommend 
that the various government agencies responsible for rulings and regulations 
regarding the protection of workers from 'occupational hazards move to- protect 
all workers by banning or restricting the use of chemicals or substances that 
have been shown to present an unreasonable risk. / , 

Finally, we would We to add a brief comment about occupational health 
research; The approach , which' would exclude women from certain jobs is short- 
sighted and, 1n addition to exposing men to • eproductlve and other health 
r 1 sJc s , can only be Justified as a temporary expedient while proven health 
hazards to the fetus are being removed*" and wh1 It seniority and pay levels for 
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displaced women are" guaranteed (Bayer, 1982!). Until such a time as health, 
risks to men and women are equalized, both government and Industry have the 
responsibility to contribute to a fund for the support of occupational health 
Research, both basic and applied. Liability for deleterious effects on fetal 
anH reproductive health can also be managed in the short run through a 
separate, collaborative fund 'involving all parties genuinely interested in 
improving health outcomes without discriminating against women or threatening" 
the health of newborns. . One workshop participant suggested that, while such 
contributions to research and liabil ity -funds should be mandatory, they may be 
more attractive to industry If they were tax deductible. 
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